and impetiginous eczema of the ears. In childhood she had apparently suffered for years from chronic impetiginous eczema of the scalp; this had eventually cleared up, leaving a large area of cicatricial alopecia, which now bore a striking resemblance to folliculitis decalvans.
Histological reports (Dr. I. K. MUENDE).-Section 1.-Verruca senilis:
The epidermis shows acanthosis and hyperkeratosis, with the typical intradermal cystic spaces containing horny masses.
Section 2.-Superficial benign erythematoid epithelioma. The section shows the " rodent" cells taking origin from a rete peg.
Discu8sion.-Dr. H. MACCORMAC said he was not convinced that the malignant lesions originated in the seborrhaeic warts. It was outside his experience to observe a generative change of this kind in a genuine seborrheeic wart. One " wart " looked red, and it would be interesting to see the microscopic appearances. Elsewhere he observed a rodent ulcer and a " wart " side by side and, in another position, a rodent ulcer growing on skin free from any warty changes. In making the above statement it would be understood that he drew a distinction between seborrhceic warts and keratosis senilis, as the latter was a genuine pre-malignant lesion.
Dr. H. G. ADAMSON said that he did not think it probable or even possible that multiple rodent ulcers could arise from so-called " sebaceous warts." Both were present in this case, but he thought they had no connection. Sebaceous (or senile) warts were actually neither sebaceous growths nor true warts. Although they were exceedingly common, he believed that they had never been known to become malignant, unlike the keratosis senilis of the face and hands with which they were sometimes confused. C. J., female, aged 47. The patient's present condition is too serious to justify my bringing her to the meeting, but I am showing photographs, which give a fair idea of the clinical appearances, and also a section taken from the skin of the chest near the left axilla. I show photographs of a similar case which I saw some years ago also in a middle-aged woman; in this case, however, there was not Paget's disease of the nipple.
My present patient first noticed a " crack " in the left nipple about a year ago; it apparently healed without treatment. Six months ago she again noticed a "crack" in the same nipple, which gradually developed into the condition now seen. She cannot date the onset of the diffuse carcinomatosis that now involves the skin of the chest.
When first seen a few weeks ago there was observed:
(1) Characteristic Paget's disease of the left nipple.
(2) A stony hardness of both breasts. It is difficult to say to what extent the breasts themselves are involved, owing to the induration of the skin over them.
(3) A diffuse thickening of the skin of the chest wall more marked on the left than on the right, extending downwards to the upper abdomen, upwards to the base Paget's disease of the nipple associated with diffuse carcinomatosis of the chest wall. of the neck, to the left axilla, and backwards over the dorsal aspect of the chest.
There was some hard oedema of the skin of the left arm, doubtless due to obstruction of the lymphatics in the axilla.
(4) The bluish-red discoloration of the affected skin recalling that seen in erysipelas (carcinoma erysipelatodes of Rasch).
(5) Scattered here and there, but most numerous on the left side of the chest below the axilla, several small, hard, slightly raised nodules, clearly, I think, formed by carcinomatous deposits in the lymphatics. (These were more evident in my other case.) The patient was admitted to hospital, and was found to have a large pleural 29 671
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.,f' .:::".. -::') effusion, which has been tapped. As operative and radio-therapeutic treatments were obviously out of the question, she has been having injections of posterior pituitary extract and theelin. At the present time the discoloration of the skin is less, and there is some diminution in the infiltration, but of course I regard the prognosis as hopeless. Clinically these two cases correspond to that published by Rasch (Brit. Journ. Derm. and Syph., 1931, xliii, 351) under the title of " Carcinoma erysipelatodes." In his case, as in my first one, there was no Paget's disease of the nipple.
Report on section.-The biopsy was made from the skin below the left axilla and included some small raised lymphatic nodules. Groups of carcinoma cells can be seen lying in dilated lymphatics and blood-vessels. One of these is seen just beneath the epidermis, which is bulged outwards and thinned. This doubtless corresponds to one of the above nodules. Dr. W. N. GOLDSMITH said he was much interested in Dr. Barber's cases, in view of a case he himself had shown before the Section on December 20, 1928,1 that of an old lady who had a sudden inflammation on the top of her scalp; she thought it started from an insect bite. It was brilliant red, and spread over the scalp, causing the hair to fall out. He did not diagnose it as carcinoma for a long time, but a section of it showed very large spheroidal cells throughout the skin, characteristic of breast carcinoma. Only then did he suspect the breast, which was found to have been removed. There was carcinoma of the cuirasse type about the scar and running up into the axilla. The carcinoma of the top of the head was certainly erysipelatoid, in the sense that it started as a very intense and acute inflammation, with erythema, and it must have been conveyed thither by the blood-vessels; it could not have reached the top of the scalp by way of lymphatics, and moreover the lymphatics of the neck were normal.
The PRESIDENT said that recently he had a patient sent to his department who had had her breast removed not long previously, and she was beginning to develop some redness round the scar. On careful inspection it could be seen to be composed of very fine lines travelling outwards from the scar. The section showed the same sort of picture 'as Dr. Barber's section did. The bulk of the malignant cells were lying in the lymphatics. He did not know whether the blood-vessels were involved. It was certain, however, from present knowledge of the disease, that both structures must be involved sooner or later. The primary spread was through the lymphatics, then, secondarily, through the blood-vessels.
Leiomyoma.-W. N. GOLDSMITH, M.D. I. P., female, aged 26. Present condition.-The arms and forearms (mainly the extensor aspect), the thighs and legs (both aspects but leaving out the flexures of knees) and the shoulders and sternoclavicular region present a profuse eruption of small, round or oval, hard elevations, some white, some deep red, a few discrete but most coalescing into extensive sheets. The overlying epidermis is normal. The individual nodules have mostly a long diameter of about 5 mm. The left cheek is thrown into thick raised folds of rather fawn colour, which feel cystic on palpation; the surface shows patulous pilo-sebaceous orifices and a few follicular pustules. At the lower end of the chief fold there is a little discharge of serous fluid. Subjective symptoms are at present confined to occasional slight itching.
History.-The eruption began at the age of 12 years in the form of itching red spots, attacking chiefly the arms and legs. It spread later to the shoulders and upper part of the chest and back. The face only became involved in June, 1931, and here the eruption began as a boil, *hich soon discharged a dark brown substance. When first seen by me a few weeks later, the condition of the limbs and shoulder-girdle was as at present, except that there was intense itching. The face was, however, affected by a definite furuncular condition, for which fomentations with biniodide
